THE DIVISION OF HEALTH OF MISSOQURI

0.300 : . ‘
o | FILEDMAY 171955  STANDARD CERTIFICATE OF DEATH St File e,
P LI ___mec. pist. wo. _ 383 erimsry res. bist. wo. 5055 kesictrar's No.. @i
I 1. PLACE OF DEATH Z USUAL RESIDENCE (Where decsased lived. If Institution: residence befors
. COUNTY . . . .- dundsaton).
* €0 Lawrence 8. STATE a1+ cequri bICOUNTY | o s wisimion
b. CITY. (1 outotd; limits, write RURAL ard gi . LENGTH OF c. CITY nce .
s orpurnie sl e RURAL 220 8% o] STAY s oieel| 08 , & Bt e et
ToWN  Mt, Vernon 91 days TOWN Hannibal | EETRY
d. FH(%%P{JTJ_\ME OF (If pot in hoapital or institution, give stragt nddress or locatlon) .A%I‘DRREEE-SI‘S (1 rural, give location) 0 é 7£ ;
INSTITUTION Mo, State Sanatorium 609a Lyon
3. gs%ngﬁ SCEIB a. (Fist) - b. (Middle) c. (Last) 4. DATE (Month)  (Day) (Yean)
(Typeor Print)  Temmie Richard Lawrence DEATH  May 10, 1955
5.5EX g 6. COLOR OR RACE | 7. MARRIED, NEVER MARRIED, | 8. DATE OF BIRTH 9. AGE (n years| If UNDER | VAR | ¥ wotn 5 o,
WIDOWED, DIVOHCED (Bpecify) lust birthday) Month-! Days | Bours | Min.
Male White Single O May by, 1928 | 37 1 |
10a. USUAL OCCUPATION (Givekindofwork | 10b. KIND OF BUSINESS OR IN- | 1. BIRTHPLACE .. . . ]
donlduﬂnxmutolwnrﬂulus..:en:;l :-:r.:::i) - DUSTRY . (City and State or ?“_.l" Countzry) lzcngl%Er\"?FWAT
Bartender Missourd )
138, FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND'OR ¥iFE
' James L, Lawyrence | Minnie Mae Flo
1S. WAS DECEASED EVER !N U.S. ARMED FORCES? | 16. SOCIAL SECURITY | i7. INFORMANT' S SIGNATURE OR NAME ADDRESS
{Yea, 0o, or unknown) | (If yes, ive war or dates of service} NO.
1o 491 =1),-0370 | San,records. Mo.State San. JtaVernon, Mo,
18. CAUSE OF DEATH MEDICAL CERTIFICATION Ig;‘l'gg}hl\nligmm
Enter only onecauseper | 1. DISEASE OR CONDITION T E DEATH
Jine for (s), (by, and (¢ | DIRECTLY LEADING TODEATH*(q _Pulmonary tuberculosig abit. 6%
*This does nol mean ANTECEDENT CAUSES
the tnode of diring, such Morbid conditiona, if any, gmng DUE TO (b)

a# beart failure, asthende, | Tise to the above cause {a)} statlng

ele. It means the dig. | the underlying cause last.

ease, injury, of compica- DUE TO (c)
tion which caused decth, | It OTHER SIGNIFICANT CONDITIONS

Conditions contributing lo the death but not
related to the discase or condition causing death.

WRITE PLAIN;LY—US!NG UNFADING BLACK INK-—MAEKE A PERMANENT RECORD

i%a. DATE OF OP'IEIRO'?i 190, MAJOR FINDINGS OF OPERATION 20, AUTOPSY?
) oo R ves [} no B
21a. ACCIDENT {Bpecity) 21b. PLACEGF INJURY (eg..inorsbont | 21c, (CITY. TOWN, OR TOWNSHIP) (COUNTY) (STATE)
SUICIDE - . boms, tarm, factory, street, office bldg.. a10.)
HOMICIDE ] o
21d. TIME {Month) (Day) (Year) (Hour) 21e. INJURY OCCURRED | 2if. HOW DID INJURY OCCUR? ~
OF WHILEAT [ NOT WHILE
INJURY m. | WORK AT WORK
g 22: I"hereby certify thal I' allended the deceased from .&_':_é_;_, 19_5510 5 ~ 10 -~ , 19 ':;';, that I lasl saw the deceased
" alive on _"_.9_..:_, 18 , and thal deaih occurred af 22 m., from the couses and on the dafe siated above.
23a. SIGNATURE (Degrea ot title) 23b. ADDRESS 23. DATE SIGNED
/7 ,@4@_&, .0 - ° Mt. Yernon, Mo, 5.10-55
24a. BURIAL, CREMA- | 24b. DATE 24c. NAME OF CEMETERY OR CREMATORY 24d. LOCATION (Qity, town, or ) {Gtats)
TION, REMOVAL (8pecity) 5.10 g : ‘ M
Removal -10-5 ol %g .
DATE REC'D BY LOCAL | REGISTRAR'S SJGNATUR 4.1/ =4 € | 5. FUMERAL DIpECTOR 8 SiGNATURE ADDRESS
| S /6 -5, £_

(Licensed Embalmer's _gutemmt on Reverse Side)




Y 48 1958

v

’ D STATEMENT BY LICENSED EMBALMER

1 hereby certify that the body whose name is recorded on the reverse side of this certificate was eme
|

working under my personal supervision..

SEUAETIE +vneennneersaeecneeamzeaaeesnsasesecnnnnnnanns Signed. / MM ) %MW ..............

Signature of Student Embalmer
Licensed Embalmer No.ﬂ.fz.‘.

P. O. Address MA/WZ

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fa
to comply with the above constifutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

1€ this body is not embalmed, fact should be so stated above. v



